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If the management of patients with venous leg ulcers is fragmented and poorly co-ordinated, healing rates will be low, and treatment costs high (Vowden 1997) ; Charles (1996) described the introduction of a leg ulcer management programme to avoid this happening. After three months of our starting the programme, the leg ulcer team had an 81 per cent healing rate compared with a 57 per cent healing rate by the district nursing team.
LITERATURE REVIEW
Hospital-based service Discussing the development of a hospital-based leg ulcer service, O'Hare (1994) defined quality as '... the practical integration of theoretical principles or concepts into the clinical situation with clearly defined outcomes, measured over time within a structured and systematic framework'.
Many authors support community-based leg ulcer clinics (Moffatt and Oldroyd 1994 , Russell and Bowles 1992 , Thambiaya 1996 , stating that such services are cost effective and much needed.
However, lack of transport often means that frail, older, housebound patients cannot use the services. Thambiaya (1996) reported that some patients were paying up to £5 a week for taxis or dial-a-ride.
The Riverside community leg ulcer project bought an adapted ambulance and recruited a driver. The project could then bring 12 patients to each of their six community clinics. As a result, only 11 per cent of patients in the district had to be treated by a district nurse at home (Morison and Moffatt 1994) . Unfortunately, most trusts cannot afford such facilities.
Patients who attend leg ulcer clinics receive effective treatments, such as four-layer compression bandaging for venous ulcers. Healing rates are improving (Allen and Hourston 1989, Collier 1996) . Education The Riverside project team recognised the need for education and helped to develop an ENB course in leg ulcer management (Moffatt and Karn 1996/94) . Williams (1996a and b) recommended that nurses treating venous leg ulcers should: I I Understand the physiology and the disease processes of the venous system, particularly venous ulceration. I I Be able to use hand-held Doppler machines for vascular assessment.
Record keeping Somerset and Turton (1996) identified a need for accuracy in record keeping. Roe et al (1993) and Ertl (1993) agreed that nurses should assess patients with chronic leg ulcers in depth assessment so that they can develop appropriate and effective management plans. Briggs (1996) developed wound management assessment forms that gave information at a glance. Nurses found these easier to complete and interpret than a card index system, where information was often disjointed and difficult to find.
BACKGROUND
The leg ulcer clinic at Royal Oldham Hospital NHS Trust was established in June 1997, with guidance from a wound care nurse specialist who had successfully set up leg ulcer clinics in the community. She identified that immobile patients needed transport to the clinics. The trust's day hospital had a contract with the ambulance service to bring in up to 30 patients a day, but it was underused. The nurse manager, wound care nurse and day hospital staff met to develop a nurse-led leg ulcer clinic within the day hospital.
Education The author completed the ten-week ENB course in tissue viability and visited the community leg ulcer clinics. She also attended the monthly leg ulcer forum meetings as a link nurse.
Policy and guidelines We synthesised our policy and clinical guidelines for the clinic from: I I Policies already used in the community clinics trust policy. I I Guidance for the prevention and management of wounds.
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A nurse-led clinic for managing venous leg ulcers
There is no shortage of research on wound care, particularly the care and management of venous leg ulcers. However, care is often fragmented and patients do not always receive treatment based on the latest evidence. This paper describes the establishment of a nurse-led leg ulcer clinic in a day hospital. The author has found reflective practice helpful in setting up this service.
Staffing The clinic is staffed by one qualified nurse and one healthcare assistant.
Audit Patients attending the leg ulcer clinic are assessed using the trust's leg ulcer assessment and evaluation forms (Boxes 1-3).
RESEARCH-BASED TREATMENT Venous ulcers
The most effective treatment for venous ulcers is sustained graduated compression Stubbings 1990, Walshe 1995) . Nelson (1996) concluded that between 40 and 80 per cent of venous ulcers heal in 12 weeks using high compression bandaging. The author assessed all patients attending the leg ulcer clinic for venous or arterial disease and used compression bandaging when the ulcers are of venous origin (see CE article on compression bandaging pages 49-56).
Arterial ulcers These are more difficult to treat.
Compression bandaging can severely damage the leg and may even necessitate amputation (Morison and Moffatt 1994) . Anyone attending the clinic with an ankle pressure index below 0.8 is referred to a vascular surgeon. For patients who are suitable for surgery, arterial bypass surgery can significantly improve blood supply (Cameron 1995) . Ankle pressure indexes were recorded with Doppler ultrasound, which helps to prevent the inappropriate use of high compression therapy in patients with significant arterial disease (Moffatt and O'Hare 1995) (Box 3). Doppler should not be used alone, but as part of a comprehensive nursing and medical diagnosis.
Infection control The ulcer must be cleaned before dressing and bandaging. The clinic currently uses a socially clean technique -most patients have their feet and legs washed using a bowl of warm water. Morison (1990) queried the need for strict asepsis, as the nurse may unwittingly cross-infect the wound. Gould and Chamberlain (1997) found that nurses' knowledge of routine infection control procedures was patchy. This clinic treats many people from the community with chronic wounds, so an understanding of how wound bacteria may colonise and become established in the wound as infection was needed (Cooper 1996) . Allen and Hourston (1989) noted the importance of assessing patients for clinical infection before obtaining an antibiotic prescription. Clinic staff have access to medical staff if antibiotics need to be prescribed.
Some of the patients may have received multiple antibiotics in the past. They are at high risk of infection with Methicillin-resistant Staphylococcus aureus (MRSA). This has not happened in the clinic yet, but staff are aware of the possibility. Staff and patients are given education in the need for basic infection control measures. Tyler (1997) described a unit policy for the management of MRSA and recommended that, where only one site is colonised with MRSA, if it can be occluded, patients should not be isolated, unless the patient has other wounds or is suffering local or systemic effects of MRSA. If adequate infection control measures are used, patients with MRSA should still be able to attend the clinic without posing any significant risks to others.
ASSESSMENT
Tracing Wounds are assessed by tracing the ulcer onto an acetate and recording the size and location of the ulcer. Morison and Moffatt (1994) cautioned that, while this is a useful measure, it only takes a two-dimensional view of a three-dimensional wound. Wound evaluation tools allow easy and quick monitoring of the wound and are the best way for nurses to reassess ulcers (Miller 1995) . Taylor (1996) considered that patient education is paramount in assisting patients to comply with treatments. She listed key points to consider when writing education leaflets, and concludes that self-reflection on both the part of nurse and patient plays a significant role in leg ulcer management.
Box 1. Predisposing factors

PATIENT EDUCATION AND COMPLIANCE Patient education
Compliance The management of leg ulcers often requires strict, uncomfortable regimes. This is often cited as a reason for non-compliance. House (1996) said that nurses need to understand the patient's experience, and focus care on the patient's needs -not those perceived by the professional. Taylor (1996) and House (1996) agreed that communication is crucial to compliance.
REFLECTION
To gain this understanding of patient need, nurses must be able to reflect on their practice. As the management of leg ulcers becomes nurse-led, practitioners must base their decisions on quality research practice (Chaloner and Noirit 1997) . Rolfe (1997) described the reflective practitioner performing a simple wound dressing. He said that the reflective practitioner thinks about every move and every decision, relates them to the patient in the situation and learns from their performance. The author's experience has been similar. Working as an autonomous practitioner in a nurse-led clinic, it has become apparent that it is essential to reflect on personal experiences for learning to take place. With experience, it becomes easier to challenge ideas and begin to implement theory into practice. Extreme  Excruciating  pain  pain  pain  pain The project team has not yet considered using a reflective nursing model in the leg ulcer clinic, but the possibility has not been ruled out. Johns (1996) advocated the use of the Burford reflective model and discussed the experiences of two nurses who used the model and found it helpful.
Cruikshank (1994) also described how using reflective practice assisted nursing students when examining the effectiveness of their wound care education.
CONCLUSION
Although still in its infancy, the leg ulcer clinic has achieved good results and already has attracted much interest. The podiatry department has been particularly helpful, and now offers a regular service to the leg ulcer patients. Some community nurses were sceptical at first, but communication has improved and they now refer most patients who have a leg ulcer I
